ELF-MUTILATION, or autotomy, after deafferentation injuries such as brachial plexus trauma has rarely been reported in humans; [1] [2] [3] 7, 8, 11 however, this finding is more common with pathological entities such as congenital analgesia. 
History. This 16-year-old girl was born with an in uterodiagnosed myelomeningocele. She was the product of a 40-week gestation and was delivered by cesarean section. Her Apgar scores at birth were 8 at 1 minute and 9 at 5 minutes. A large thoracolumbar myelomeningocele was associated with a midline area of focal hirsutism at its superior aspect. The child developed hydrocephalus and subsequently underwent placement of a ventriculoperitoneal shunt. Perinatally, she was noted to have a left pelvic kidney and a normally positioned right kidney with a duplicated right collecting system. In addition, Grade IV ureteral reflux was identified and she had a neurogenic bladder. The patient catheterizes her bladder every 6 hours and is incontinent of bowel. Additional imaging has shown a lumbar split cord malformation Type 1, scoliosis, a right L-3 hemivertebrae, and a small thoracic syrinx. She is wheelchair bound.
At the age of 12 years the patient complained of severe radicular chest and back pain that were unresponsive to narcotic agents. These dysesthesias were so significant that chronic use of a heating pad caused severe burns over her anterior chest wall. Also during this time period, it was noted that she began chewing on her finger tips and eventually autoamputated the distal third of the distal phalanx of the right third through fifth digits. The distal phalanx of the right first digit was completely removed by biting. Subsequently, she developed osteomyelitis of the right first digit that required intravenous antibiotic treatments. The results of self-mutilation were also evident on the distal phalanx of the left second and third digits. Magnetic resonance imaging of the lumbosacral cord demonstrated a dorsally adherent spinal cord ( Fig. 1 left) .
The patient attends mainstream classes in school and has passing grades. She has no history of neuropsychological disturbances.
Initial Operations. Following a detethering procedure of her spinal cord both her radicular chest and back pain resolved, and her self-mutilation behavior ceased. Three months following a ventriculoperitoneal shunt revision for headache she developed a Staphylococcus aureus shunt infection.
Subsequent Operations and Postoperative Course. Two years later, this patient again developed severe radicular chest pain and was again noted to begin gnawing her fingertips. A second detethering procedure was performed and soon after her symptoms abated. At the second operation for spinal cord detethering it was noted that the cord was significantly adherent to it surroundings, and the longterm success of this procedure was questioned. One year following her second detethering procedure, she is without the symptoms of radicular chest pain and does not engage self-mutilation behaviors (Fig. 1 right) . Her syrinx has remained small, with no change following both detethering procedures (Fig. 2) .
Discussion

Sweet
9 has stated that self-mutilation is not uncommon in certain young children who suffer congenital analgesia. These patients typically gnaw their fingers, lips, and tongue. Levitt 5 has theorized that in these cases self-mutilation is not an arbitrary phenomenon but rather due to abnormal disturbing sensations of the affected limb or body part. Albe-Fessard, et al., 1 have reported on an adult patient with deafferentation injury of the brachial plexus who mutilated his hand because of paroxysms of pain. This same patient, when cured of his pain by a dorsal horn lesion, never engaged in self-mutilatory behavior again. Procacci and Maresca 7 have reported on similar adult patients, all of whom suffered reported paresthetic burning sensations over their entire upper extremity but most intensely in a hand. Selfmutilation was curtailed by the wearing of gloves or hand splints. Bowsher 2 described two cases of self-injurious behavior. One patient with central poststroke pain, which was maximal at the tip of his nose, autoamputated this body part. A second patient with ophthalmic herpes zoster scratched his dysesthetic forehead until he reached the frontal bone.
Our patient presented with tethered spinal cord and selfmutilatory behaviors. Similarly, Myles, et al., 6 have reported on a 12-month-old girl with a cervical split cord malformation who mutilated her fingers. At operation, one hemicord was found to be tethered. Dahlin, et al., 4 have reported on two adult men with complete spinal cord injury at C-4 who exhibited multiple finger amputations in the absence of psychosis. Colville and Mok 3 have reviewed two cases of lip biting in ventilator-dependent children with spinal cord injury. These two cases of autotomy were attributed to psychological stresses. Vogel and Anderson 11 concluded that patients who self-mutilate following spinal cord injury may be treated successfully with anticonvulsant medications. This study was based on three patients. Tarvin and Prata 10 have shown that self-mutilation of the hindlimbs, tail, perineum, anal region, and genitals is seen in some dogs with severe lumbosacral stenosis. Decompression of the stenotic canal alleviated the clinical signs in all cases. In monkeys, Levitt 5 has theorized that self-mutilation following anterolateral cordotomy is due to dysesthesias produced by this procedure.
Conclusions
Although seemingly quite rare in humans with tethered spinal cord, self-mutilation may be found. Patients with this rare symptom should be evaluated for tethered cord syndrome.
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